Morbidity and Mortality Weekly Report 





February 8, 2002 / Vol. 51 / No. 5 





Progress Toward Elimination of Perinatal HIV Infection — 
Michigan, 1993-2000 


In 1994, the U.S. Public Health Service (PHS) issued guide- 
lines for maternal and neonatal zidovudine (ZDV) use to re- 
duce perinatal human immunodeficiency virus (HIV) 
transmission (/). These guidelines recommend maternal ZDV 
use during the second and third trimesters of pregnancy and 
during labor and delivery (L&D) and administration of ZDV 
to the neonate for the first 6 weeks of life. In 2001, PHS 
updated 1995 guidelines for routine HIV counseling and 
voluntary testing of pregnant women (2,3). The Michigan 
Department of Community Health (MDCH) requires report- 
ing of all children who are perinatally exposed to HIV and 
follows up these children to monitor their infection status 
and record demographic, clinical, and laboratory characteris- 
tics of infected children. The reporting of perinatally HIV- 
exposed children enables MDCH to monitor the effectiveness 
of public health efforts to prevent perinatal HIV transmis- 
sion (4) and assists the targeting of prevention programs and 
activities. This report summarizes surveillance data collected 
through December 31, 2001, on children born to HIV- 
infected women in Michigan during 1993-2000. The report 
highlights rapid adoption of PHS guidelines that resulted in 
the reduction of perinatally acquired HIV infection to his- 
torically low levels in Michigan. Improving levels of prenatal 
care (PNC) for HIV-infected pregnant women, especially sub- 
stance users, and routine HIV counseling and voluntary test- 
ing for all pregnant women are needed to further reduce 
perinatal HIV infection. 

MDCH collects testing and treatment data on all children 
born to HIV-infected mothers through routine completion 
of case reports by state health department staff in cooperation 
with health-care providers, hospitals, and clinics. To ensure 


complete reporting of mother-infant pairs and to identify 


possible factors that can improve outcomes for HIV-infected 
mothers and their infants, additional case ascertainment and 
public health follow-up activities are conducted. To identify 
recent births to HIV-infected women who were previously 
reported as having HIV infection or acquired immunodefi- 
ciency syndrome (AIDS), the Michigan HIV/AIDS Registry 
(HARS) was matched to the Michigan Birth Registry for birth 
years 1993 through 1999 using standard matching algorithms. 
Maternal records (i.e., PNC, clinic, and L&D records) and 
pediatric records (i.e., birth and clinic records) were reviewed 
to complete and supplement information collected on the 
routine case-report form. Timing of maternal HIV testing, 
number of PNC visits received, maternal use of alcohol and 
illegal drugs during the most recent pregnancy, and the fre- 
quency of sexually transmitted disease (STD) diagnoses dur- 
ing pregnancy were abstracted from available medical records. 

For birth years 1993-2000, data were abstracted for 512 
mother-infant pairs and for six HIV-exposed infants for whom 
maternal information was unavailable. The HARS-birth reg- 
istry match identified 39 (8%) of these HIV-exposed chil- 
dren. For birth years 1993 and 1994 combined, the case 
ascertainment methods identified 146 (95%) of 153 


perinatally exposed infants when compared with available data 
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for that period from the Survey of Childbearing Women, an 


anonymous serologic survey of the presence of maternal anti- 
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TABLE 1. Number and percentage of HIV-positive pregnant women and HIV-exposed infants, by perinatal zidovudine (ZDV) use, and 
serostatus of infants exposed to HIV perinatally, by birth year — Michigan, 1993-—2000* 





1993 1994 1995 


1996 


1997 1998 1999 2000' 





ZDV use/Serostatus No. (%) No. (%) No. (%) 





No. (%) 


No. (%) No. (%) No. (%) No. (%) 





HIV-positive mothers of 
HIV-exposed infants : 51 
Received ZDV during 
pregnancy and/or 
labor and delivery (L&D)*** 
During pregnancy 
During L&D 
Did not receive ZDV* ** 
Refused ZDV during 
pregnancy and L&D 
Received multiple ART™ 
drugs during pregnancy 


HIV-exposed infants** 81 é 52 
Received neonatal ZDV 10 (12) 3 44 
Infected with HIV or 

diagnosed with AIDS 15 
Not infected with HIV 51 
Indeterminate serostatus™ 15 


(19) 9 
(63) (61) 35 
(19) (18) 8 


(17) 
(67) 


(15) 


56 


6 
39 
12 


63 


(89) (94) 
(11) 
(68) (61) (73) 
(21) 21 (28) 15 (22) 


(11) ( 4) 





Data reported to Michigan HIV/AIDS Surveillance as of December 31, 2001 


Data for 2000 are incomplete 


N=488 mothers and 518 infants 


Number of mothers differs from the number of infants because of twins (12 sets) and infants with missing information on the mother (18). Mothers of 


twins are counted once 


The denominator is the number of reported HIV-infected mothers of HIV-exposed infants 


Because of missing data, percentages might not total 100% 
Antiretroviral therapy (e.g 


lamivudine, nevirapine, and protease inhibitors) 


The number of infants is the denominator for the percentage of infant ZDV use and serostatus 
Many of these children probably are HIV negative because of at least one negative qualitative polymerase chain reaction HIV test but were lost to follow 


up 


Information on maternal prenatal testing and care was avail- 
A PNC visit 
included linic (e bstetric or medical i hicl 
included any clinic (e.g., obstetric or medical) visit at which 
PN¢ 

ee 


ments. Of the 2 


able for 27 (87%) of the infected children. 
was provided and excluded visits to emergency depart- 
mothers for whom PNC information was 
obtained, four (15%) mothers of HIV-infected children had 
no PN¢ 


3 (mean: 8.4 visits); two had an unknown number of visits, 


visits, four (15%) had 1—2 visits, and 17 (63%) had 
neither of whom received ZDV either before or during L&D. 
Of the 17 
visits, seven (41%) were not tested for HIV until after L&D. 
Reported by: ED Mokotoff, MPH, BH Malamud, MPH, JB Kent 
MS, RJ] Kowalczyk, MPH, L] Scott, Michigan Dept of Communit 
Health. ML Lindergren, MD, TA Hammett, MPH, Div of HIV/AIDS 
Prevention—Surveillance and Epidemielogy, National Center for HI\ 
STD, and TB Prevention, CD‘ 


mothers of infected children who had >3 PNC 


Editorial Note: The findings in this report indicate that a 
high proportion of health-care providers in Michigan are fol- 
lowing PHS guidelines for maternal and neonatal ZDV use 
to reduce perinatal HIV transmission. Since 1994 in Michi- 
gan and in other states, an increasing proportion of pregnant 


women received HIV counseling and testing and ZDV 


therapy, resulting in a dramatic decrease in the number of 


children with perinatally acquired HIV/AIDS (6,7). The use 


of other antiretrovirals increased following the 1996 intro- 


duction of combination highly active antiretroviral therapy 
(HAART) (8), which lowers maternal HIV viral load and 


contributes to the decreasing transmission rate. Promoting 
access to PNC, acceptance of HIV testing, and ZDV use are 
necessary to sustain these trends and to achieve further reduc- 
tions. 

Since 1989, Michigan law has required testing of pregnant 
women at the time of intitial examination for HIV, hepatitis 
B, and other STDs unless they do not consent to the test or it 
is contraindicated. In 1994, Michigan law was expanded to 
include this voluntary testing at the time of delivery or im- 
mediately postpartum if no previous testing is documented 
in her medical records. To comply with these laws, obstetric 
providers should offer all pregnant women HIV counseling 
and voluntary testing regardless of their race, age, or marital 
or socioeconomic status. The findings in this report indicate 
that most Michigan obstetric providers who care for HIV- 
infected women are complying with the law. Despite high 
rates of compliance, opportunities are being missed for peri- 
natal HIV prevention. When women present for delivery to 


high-prevalence hospitals without documented HIV test 
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TABLE 2. Number of women who received HIV testing, used illegal drugs and alcohol, and/or had a sexually transmitted disease 
(STD), by number of prenatal care visits (PNC) — Michigan, 1993—2000* 





No visits 


Testing/Substance use/STDs No. (%) 


1-2 visits 
No. (%) 


No. (%) No. (%) 





HIV testing 


, 


Total 


Substance use/STD 


( k 


212 (49) 
172 (40) 
6 (1) 
27 ( 6) 
3) 14 (3) 
355 (82) 


134 49 


254 (74) 
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use of standard EIA tests and 

he time of delivery tO 

nistratior intrapartum and neonatal 


VNose HI\ Status 


these efforts 


unknown might be 
ontinued eftorts are needed to assist pregnant women to 
obtain PNC and to provide them with HIV counseling and 
testing. |r ichigan, 10% of HIV-infected women received 
no PNC, compared with 1% in the general population (/0). 
Che high prevalence of STDs and illegal drug and alcohol use 
among HIV-infected women giving birth in Michigan sug 
gests that medical practitioners need to provide treatment ot 
uppropriate care referrals for HIV-infected women to manage 
their HIV infection, substance abuse, and other co-morbid 
conditions and to prevent perinatal HIV transmission (/,8). 
HIV-infected infants continue to be born to women who 
receive both HAART and the recommended prevention pro- 
tocol. Factors that might contribute to continued transmis- 


sion include incomplete adherence to medication regimens, 


n that PNC category 


ree wn 


or the percentage f specific illegal drugs ominator for the 


the maternal prenatal or 


ry genital herpes, pelvic 


advanced maternal disease stage o1 high viral load, obstetric 
factors surrounding L&D, or treatment-resistant virus. 

he findings in this report are subject to at least two limita 
tions. First, although completeness of reporting was high fot 
HIV-exposed infants in 1993 and 1994 compared with the 
number of HIV-positive mothers known to have given birth, 
comparable data on the total number of infected women giv- 
ing birth are not available for 1995-2000. Second, the HARS- 
birth registry match cannot account for unreported maternal 
cases and would fail to properly identify a match for a woman 
reported to HARS and birth registries with more than two 
reported surnames. 

CDC provides funds to 21 states to collect expanded peri- 
natal surveillance data as part of acomprehensive public health 
effort to further reduce rates of perinatal transmission. In 
Michigan, pediatric HIV surveillance includes children 
exposed to HIV perinatally, those with HIV, and those who 
meet the AIDS case definition (4). The findings in this report 
underscore the importance of collecting comprehensive peri- 
natal surveillance data for monitoring and evaluating both 
successes and failures in preventing perinatal transmission of 


HIV (6). 
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Use of Assisted Reproductive 
Technology — United States, 1996 
and 1998 


Since 1983, when the first infant was conceived from in 


vitro fertilization (IVF) in the United States, the use of IVI 
and related procedures (assisted reproductive technology 
[ART)}) has increased substantially. In 1998, an estimated 0.7% 
of the 3.9 million births were the result of ART (/). ARI 
patients are more likely to deliver multiple infants than women 
who conceive without treatment, and these multiple-infant 
births are associated with increased risks for pregnancy com- 
plications, premature delivery, low birth-weight infants, and 
long-term disability among surviving infants (2). This report 
examines state-specific use of ART in 1996 and 1998 and 
provides data on ART live-born and multiple-infant birth rates 
in 1998. Findings indicate that the use of ART is 
increasing in most states and that more than half the infants 
born as a result of these procedures are multiple births. These 
high-risk births contribute disproportionately to health-care 
costs and might negatively affect maternal and child health 
outcomes, particularly in states where large numbers of ART 
procedures are performed. 


The 1992 Fertility Clinic Success Rate and Certification 
Act* requires all U.S. clinics performing ART to report data 
annually to CDC for every ART procedure initiated (3). ART 
is defined as any procedure in which both oocytes and sperm 
are handled outside the body; these include IVF and gamete 
and zygote intrafallopian transfer (gametes or zygotes trans 
ferred into the fallopian tubes rather than the uterus). Proce 
dures are classified according to whether the ART patient uses 
her own eggs or eggs donated by another woman, whether 
the embryos transferred were freshly fertilized or previously 
frozen, and whether the embryos were transferred into a ges 
tational surrogate or a new treatment procedure was used. 
Clinics submit their data to CDC through the Society for 
Assisted Reproductiv e lechnology reporting system (3). This 
report uses data from 1996, the first full year CDC collected 
data, and 1998, the latest year of completed data collection. 
State-specific comparisons of live-birth and multiple-birth 
rates as a result of ART require consideration of both ART 
type and patient age; however, because of insufficient sample 
sizes, age-adjusted rates could not be calculated for each state. 
Live-birth delivery (i.e., the percentage of procedures that ri 
sulted in the delivery of one or more live-born infants) and 
multiple birth rates are presented for ART procedures pet 
formed on women aged <35 years using fresh, nondonotr 
embryos (excluding gestational surrogate and new treatment 
procedures). 

During 1996-1998, the number of ART clinics increased 
nationally from 330 to 390 (18%), of which 315 (95%) 
reported data in 1996 and 360 (92%) reported data in 1998 
(Table 1). The total number of reported ART procedures 
increased 26.5%, from 64,724 in 1996 to 81,899 in 1998. 
Increases were reported for 35 of the 38 states that had com- 
plete data for 1996 (i.e., no nonreporting clinics). The states 
where the greatest number of reported ART procedures were 
performed during 1998 were California (10,615), New York 
(8,689), Massachusetts (7,236), Illinois (5,145), and New 
Jersey (5,105). ART was not performed in Alaska, Idaho, 
Maine, Montana, or Wyoming. 

In 1998, a total of 20,143 live-birth deliveries resulted from 
the 81,899 ART procedures. The national live-birth delivery 
rate was 24.7%. Nationally, 61,650 (75%) of the 81,899 ART 
procedures performed in 1998 were fresh nondonor; 11,228 
(14%) were frozen nondonor; 5,828 (7%) were fresh donor; 
1,928 (2%) were frozen donor; and 1,265 (2%) were proce- 
dures involving gestational surrogates, new treatments, or 
embryo banking. Live-birth delivery rates for the five ART 
37 


types were 25%, 17%, », 21%, and 30%’, respectively. 





* Publication L No. 102-493(42 U.S.C. 263a-1 et seq.) October 24, 1992 
Calculation excludes embryo banking procedures in which all embryos were 


frozen for later use. 
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TABLE 1. Number of assisted reproductive technology (ART) clinics and reported ART procedures performed — United States, 
1996 and 1998 





No. of ART clinics 
Reporting area 1996 1998 





No. of reported ART procedures 
1998 % change 


HR 
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For 27,858 procedures performed on women aged <35 


years using fresh, nondonor embryos (Table 2), the live- 
birth rate was 32.0% (95% confidence interval: 31.4%- 
32.5%). 

Che 20,143 live-birth deliveries from ART procedures 
performed in 1998 resulted in 28,873 live-born infants 
(Table 3). The number of infants born was higher than 


the number of live-birth deliveries because of multiple- 


infant births. The five states with the largest number of 


ART procedures performed also reported the most infants 
born by ART procedures. A total of 16,281 (56%) infants 
were multiple-births®, 12,598 (44%) were twins. Nation- 
ally, 61.6% of the ART infants born to women aged <35 
years were multiple births; 16.4% were triplets and higher 
order multiples. The multiple-infant birth rate for these 
women was 70%-—74% for six states (Connecticut, 
Hawaii, Louisiana, Nevada, New Mexico, and South Caro- 
lina). 

Reported by: LA Schieve, PhD, G Jeng, PhD, LS Wilcox, MD, 
Div of Reproductive Health, National Center for Chronic Diseas 


y 
Dd. 


} rJ P , ry . 
lrevention ana Health Promotion Dit oy 1pplied Publi Health 


Training, Epidemiology Program Office; MA Reynolds, PhD, EIS 
Officer, ( De 

Editorial Note: Data in this report indicate that ART- 
related multiple births are an increasingly important pub- 
lic health problem nationally and in many states. The 
proportion of infants born as a result of ART in the United 
States in 1998 that were multiple births (56%) was sub- 
stantially higher than the overall national average of 3% 
(4). This rate was even higher (62%) for the most com- 
mon group receiving ART procedures: women aged <35 
years who used fresh nondonor eggs. The triplet and 
higher-order birth rate for this group was 16%, 100 times 
higher than the national average of 0.16% among women 
this age in 1998 (4). 

The findings in this report are subject to at least four 
limitations. First, not all clinics that perform ART proce- 
dures in the United States report data. Second, the in- 
completeness of residency data precludes the calculation 
of the contribution of ART to total births and multiple 
births among residents of each state. Some states are more 
likely to have nonresident ART patients, including states 
with military hospitals that perform ART (e.g., District 
of Columbia), states with clinics near borders (e.g., Kan- 


sas, Missouri, New Jersey, and Rhode Island), and states 


neighboring those with no ART clinics. Completeness of 


residency data was from 5% to 70% for 13 states and 


from 90% to 100% for 25 states. Among these 25 states, 





Fetuses delivered with at least one being live-born 


TABLE 2. Live-birth deliveries for assisted reproductive 
technology (ART) procedures performed — United States, 1998 





No. live-birth 
deliveries to 
women aged 


<35 years <35 years 


Live-birth delivery rate* 
among women aged 





All ART Fresh 
Reporting area procedures nondonor % 


Fresh nondonor 
(95% Cli") 





Alabama 139 86 25.5 
Alaska NA — 
Arizona 236 106 
Arkansas 65 42 
California 652 

Colorado 521 
Connecticut 365 

Delaware 61 

District of Columbia 241 

Florida 873 

Georgia 412 

Hawaii 106 

Idaho NA 

Illinois 089 

Indiana 456 

lowa 189 

Kansas 207 

Kentucky 76 

Louisiana 90 

Maine NA 

Maryland 584 
Massachusetts 684 

Michigan 


30.4 
30.7 


Mississippi 38 - 
Missouri 
Montana y - 
Nebraska 

Nevada 

New Hampshire 

New Jersey 

New Mexico 

New York 

North Carolina 

North Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Puerto Rico 

Rhode Island 

South Carolina 

South Dakota 16 
Tennessee 248 
Texas 059 33.9 
Utah 139 42.7 
Vermont 11 16.1 
Virginia 338 29.7 
Washington 350 31.1 
West Virginia 22 21.2 
Wisconsin 210 31.7 
Wyoming NA — = 
Total 20,143 32.0 


34.5 
35.2 
14.3 (0 
30.1 
40.9 
28.8 
21.6 
36.7 


40.6 


23.1 
38.5 


8,907 


-3 
—3 


wom ho 


oO 


3 

Minnesota 608 25 3-46.2) 
5 
9 


6-30.0) 
7-32.5) 
32.6) 


3.9) 
2.6) 


(31.1-39.3) 
—29.3) 
(27.4—32.7) 
(33.7—48.0) 
(21.4—36.1) 
(19.2-24.0) 
(23.2-50.2) 
22.7 (18.4-27.0) 
(33.6—47.7) 
( 9.9-36.3) 
(33.5—43.4) 
(31.6-—36.3) 
(36.1—49.2) 
( 3.2-29.1) 
(25.2-33.9) 
(26.6—35.6) 
(10.1-—32.2) 
(26.4—36.9) 


(31.4—32.5) 





*The percentage of procedures that resulted in the delivery of one or more 


_ live-born infants 
Confidence interval 


° Not applicable because no clinics performed ART procedures in that state in 


1998 
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Table 3. Number of infants born who were conceived using assisted reproductive technology (ART) procedures performed and 
number and proportion born in multiple-birth deliveries, by plurality and state where ART was performed — United States, 1998 





Infants born ART procedures 
infants born women aged <35 
all ART procedures fresh nondonor eggs 
Multiple birth Triplet/+ birth Multiple birth Tripiet/+ birth 
deliveries deliveries All deliveries deliveries All 
No. (%) No. (%) deliveries No. (%) No. (%) deliveries 
136 (63.6 43 (20.1 214 3 (67.4 34 (24.6 138 
NA* — 
338 101 33.1 21 (1 160 
84 24 (43 8 (14.5) 55 
3,728 27 (63.1 5 152 
742 165 (57.1 9 (13.5 289 
527 17 1.0 52 (21.0 248 
81 21 (47.7 3 B 44 
351 122 (€ 43 (22 194 
439 3 140 (2 688 
271 
77 




















16.281 (56.4) 3,683 (12.8) .6) 2.198 (16.4) 


performed ART procedures 
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the proportion of ART procedures performed on in-state resi- 
dents ranged from 74% to 100%. Third, the ART procedure 
is the unit of analysis for the surveillance data set; it is not 
possible to link data from multiple ART procedures performed 
on the same patient in a given year. Finally, these data reflect 
procedures performed in 1998 and resulting births (i.e., 1998 
and 1999). Subsequent changes in ART technology and prac- 
tice patterns that might have occurred might have affected 
live-birth and multiple-birth outcomes. 

Multiple births disproportionately contribute to infant and 
maternal morbidity and mortality rates. Data in this report 
indicate a need to reduce multiple births associated with ART. 
Professional organizations such as the American Society for 
Reproductive Medicine have guidelines on the use of judi- 
cious limits on the number of embryos transferred (5). In 
addition, maternal residency and other data need to be moni- 
tored closely and to be well described to understand the grow- 
ing impact of ART on maternal and child health. 
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Tuberculosis Morbidity Among 
U.S.-Born and Foreign-Born 
Populations — United States, 2000 


In collaboration with all state health departments, CDC 


conducts public health surveillance for tuberculosis (TB). This 
report summarizes data from the national TB surveillance sys- 
tem for 2000 and compares them with data from 1992-1999. 
During 2000, a total of 16,377 cases (5.8 cases per 100,000 
population) of TB were reported to CDC from the 50 states 
and the District of Columbia (DC), representing a 7% 
decrease from 1999 (/) and a 39% decrease from 1992, when 
the number of cases and case rate most recently peaked in the 
United States. However, the case rate among foreign-born 
persons remains at least seven times higher than among U.S.- 


born persons. To address the high rate, CDC is collaborating 


with public health partners to implement TB control initia 
tives among recent international arrivals and residents along 
the border between the United States and Mexico and to 
strengthen TB programs in countries with a high incidence of 
TB disease. 

The 50 states and DC report cases to the national TB sur- 
veillance system using a standard case definition and report 
form (/). The case report was expanded in 1993 to include 
information about initial susceptibility results and treatment. 
Completeness of reporting to the national system is estimated 
to be >95% (2). Data were analyzed for cases reported during 
1992-2000 using case reports updated by April 17, 2001. A 
U.S.-born person was defined as someone born in the United 
States or its jurisdictions or born in a foreign country but 
having at least one U.S.-born parent; others were classified as 
foreign born. U.S.-born and foreign-born populations in 1992 
were obtained from postcensus estimates (3); those for 2000 
were based on an extrapolation from the March 2000 Cur- 
rent Population Survey (4) to the April 2000 population. 
Multidrug-resistant (MDR) TB was defined as resistance to 
at least isoniazid and rifampin. 

During 2000, a total of 16,377 U.S. cases (5.8 cases pet 
100,000 population) of TB were reported, representing a 7% 
decrease from 1999 (/) and a 39% decrease from 1992 (26,673 
cases; 10.5 cases per 100,000 population). Of the 16,377 cases, 
8,714 cases (3.5 per 100,000 population) were reported among 
U.S.-born persons; 7,554 (25.8 per 100,000 population) were 
among foreign-born persons, representing 46% of all cases 
(Figure 1). In 1992, a total of 19,225 cases (8.2 per 100,000 
population) were reported among U.S.-born persons; 7,270 
(34.2 per 100,000 population) cases were reported among 
foreign-born persons, representing 27% of all cases. The num- 
ber of states with >50% of their annual total of reported TB 
cases among foreign-born persons increased from four in 1992 
to 21 in 2000 (Figure 2). Of these 21 states, California, 
Hawaii, Massachusetts, Minnesota, and New Hampshire had 
>70% of their annual total of cases among foreign-born 
persons. 

In 2000, of the 7,554 cases of TB in foreign-born persons, 
3,120 (41%) occurred among persons from Central and South 
America or the Caribbean, and 2,463 (33%) were from the 
Western Pacific region*. These regions also had the largest 
number of persons with cases in 1992 (3,202 [44%] of 7,270 
and 2,873 [40%] of 7,554, respectively). During 1992-2000, 
the number of cases approximately doubled among persons 
from the Mediterranean (167 [2%] of 7,270 and 385 [5%| of 


7,554, respectively) and among persons from South-East Asia 





* Designated by the World Health Organization (5 
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FIGURE 1. Number of cases of tuberculosis in U.S.-born and foreign-born persons — United States, 1992-2000 
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FIGURE 2. Percentage of cases of tuberculosis in foreign-born persons — United States, 1992 and 2000 
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(438 [6%] of 7,270 and 748 [10%] of 7,554, respectively), 
and the number of cases among persons from Africa tripled 
(161 [2%] of 7,270 and 463 [6%] of 7,554, respectively). 
he proportion of patients with MDR TB decreased from 
486 (3%) of 17,684 in 1993 to 141 (1%) of 12,056 in 2000 


(the smaller denominator reflects the subset of culture- 


positive cases with initial susceptibility results). However, of 


the total number of reported MDR TB cases, the proportion 
occurring in foreign-born persons increased from 31% (150 
of 486) in 1993 to 72% (101 of 141) in 2000. The propor- 
tion of TB patients placed on a recommended initial treat- 
ment regimen (i.e., isoniazid, rifampin, pyrazinamide, and 
streptomycin or ethambutol [6]) increased during 1993-1998. 
(The latest year that data were available on treatment 
outcomes was 1998 because of the extended duration of treat- 
ment for TB.) The proportions of patients who completed 
treatment within 1 year and who were treated with directly 
observed therapy (at least for a portion of treatment) also 
increased during this period (Table 1). 

Reported by: Div of Tuberculosis Elimination, National Center foi 
HIV, STD, and TB Prevention, CDC. 

Editorial Note: During 1992-2000, TB case rates in the 
United States decreased for U.S.-born and foreign-born per- 
sons; however, the decrease among foreign-born persons was 
less substantial. Decreases in the number and proportion of 


MDR TB cases also occurred. The overall improvement is 


consistent with the finding of an increasing proportion of 


patients receiving initial four-drug regimens, completing treat- 
ment within | year, and being treated with directly observed 
therapy. 


The findings in this report are subject to at least one limita- 
tion. Case rates by birth country should be interpreted with 
caution because final population estimates based on April 2000 
U.S. census data were not available. 

Despite the decrease in case rate among foreign-born per- 
sons, approximately half of TB cases in the United States in 
2000 occurred in this population, and the case rate was seven 
times greater in this population than among U.S.-born per- 
sons. To address the high rate, CDC is collaborating with 
other national and international public health organizations 
1) to improve overseas screening of immigrants and refugees 
by developing systematic tools for monitoring and evaluating 
the screening process; 2) to improve the current notification 


system that alerts local health departments about the arrival 


of immigrants or refugees with suspected TB to assist patients 


in obtaining a medical evaluation and, if necessary, in com- 
pleting a course of recommended drugs; 3) to improve coor- 
dination of and communication about TB control activities 
between the United States and Mexico to ensure completion 
of treatment among TB patients who cross the border; and 4) 
to test recent arrivals from high-incidence countries for latent 
TB infection and ensure completion of treatment. In addi- 
tion, CDC continues to strengthen collaborations with inter- 
national partners, including the World Health Organization, 
to improve TB control in high-incidence countries. 
Accelerating national TB elimination activities will require 
broader prevention efforts to evaluate and address the needs 
of other high-risk groups such as persons with HIV and those 
with limited access to medical care and adequate housing and 


nutrition. Low-incidence areas need to maintain the capacity 


TABLE 1. Number and percentage of cases of tuberculosis in U.S.-born and foreign-born persons, by selected treatment character- 


istics — United States, 1993 and 1998* 





1993 


1998 








U.S.-born Foreign-born U.S.-born Foreign-born 


Characteristics No. (%) 


No. (%) 


No. (%) 


No.  (%) 





Started on four first-line anti-TB drugs‘ (n=16,463) 
5,982 (36) 


Reason therapy stopped (n=16,313) 
Completed therapy 12,121 (74) 
Died 2,547 (16) 
Moved 564 ( 3) 
Other 1,081 ( 7) 

Completed therapy within 1 year‘ (n=13,489) 

8,560 (64) 


Directly observed therapy (n=16,050) 
All 3,946 (25) 
Part 2.488 (16) 


(n=7,236) 
3,732 (52) 


(n=7,164) 
5,747 (80) 
460 ( 6) 
540 ( 8) 
417 ( 6) 


(n=6,540) 
4,195 (64) 


(n=6,959) 
1,061 (15) 
841 (12) 


(n=10,218) 
7,100 (69) 


(n=10,148) 
8,148 (80) 
1,166 (11) 
176 ( 2) 
658 ( 6) 


(n=8,862) 
6,989 (79) 


(n=9,763) 
5,434 (56) 
2,104 (22) 


(n=7,465) 
6,111 (82) 


(n=7,395) 
6,311 (85) 
383 ( 5) 
347 ( 5) 
354 ( 5) 


(n=6,909) 
5,485 (79) 


(n=7,200) 
3,345 (46) 
1,703 (24) 





* Data first collected in 1993; latest year with outcomes is 1998. 
. Recommended initial regimen. 


* Excludes persons who died during therapy and persons with initial isolate resistant to rifampin and pediatric (aged <15 years) cases with meningeal, bone 


or joint, or miliary disease 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending February 2, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 
Hepatitis A, Acute 292 
Hepatitis B, Acute 
Hepatitis C; Non-A, Non-B, Acute 
Legionellosis 
Measies, Total ~ 
Meningococcal Infections 
Mumps 


Pertussis 


Rubella * 





0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale) 
| Beyond Historical Limits 


* No measies or rubella cases were reported for the current 4-week period yielding a ratio for week 5 of zero (0) 
' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point 
where the hatched area begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending February 2, 2002 (5th Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax - Encephalitis West Nile 

Botulism foodborne ‘ Hansen disease (leprosy) 








infant Hantavirus pulmonary syndrome’ 
other (wound & unspecified) : Hemolytic uremic syndrome, postdiarrheal 
Brucellosis é HIV infection, pediatric 
Chancroid y 4 Plague 
Cholera - Poliomyelitis, paralytic 
Cyclosporiasis 6 3 Psittacosis' 
Diphtheria - - Q fever 
Ehrlichiosis: | human granulocytic (HGE) . 2 Rabies, human 
human monocytic (HME) Streptococcal toxic-shock syndrome 
other and unspecified - Tetanus 
Encephalitis: California serogroup viral 6 Toxic-shock syndrome 
eastern equine - - Trichinosis 
Powassan' - - Tularemia 
St. Louis’ - Yellow fever 
western equine 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Not notifiable in all states 
Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update January 27, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 
(Sth Week)* 





Escherichia coli 





Shiga Toxin Positive, 

AIDS Chlamydia‘ Cryptosporidiosis 0157:H7 Serogroup non-0157 
Cum. Cum. Cum Cum Cum Cum Cum Cum. Cum. Cum. 
Reporting Area 2002' 2001 2002 2001 2002 2001 2002 2001 2002 2001 























4178 r 742 $3 455 102 128 Q 83 4 


4 + 


U U J U 
U U 
N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
ncidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Chlamydia refers to genital infections ¢ aused by C. trachomatis 
Updated monthly fron reports to the Division of HIV AIDS Prevention 
January 27, 2002 


C.N.M.1 





Surveillance and Epidemiology, National Center for HIV STD, and TB Prevention. Last update 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 
(5th Week)* 





Haemophilus influenzae, 
invasive 





Escherichia coli 
Shiga Toxin Positive, 





Age <5 Years 





Not Se 


rogrouped 


Giardiasis 


rrhea 


All Ages, 


All Se 


Serotype 
B 


rotypes 





Cum. 
Reporting Area 2002 





Cum. 
2001 








Cum. 
2002 





Cum. 
2001 








Cum. 
2002 


Cum. Cum 











2001 2002 





UNITED STATES 1 
NEW ENGLAND 


Maine 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N J 

Pa 


E.N. CENTRAL 
Oh 


d 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


j 


Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawal 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


{ 


U 
U 


I2A 


134 


31,451 


586 
16 
11 
14 


113 


4 
4 


133 
139 


4 





N: Not notifiable U: Unavailable 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative 


No reported cases 


(year-to-date) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 
(5th Week)* 





Haemophilus influenzae, invasive 
Age <5 Years 
Non-Serotype B Unknown Serotype 
Cum Cum. Cum Cum 
2002 2001 2002 2001 


5 458 1.438 214 491 





Hepatitis (Viral, Acute), By Type 
B C; Non-A, Non-B 


Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 




















7 Ac 








Reporting Area 


NITEL TE 1 ) 


Ar > - | 
Amer U 


f i 
C.N.M U U 





Aj- Aj r j 
N: Not notifiable U: Unavailable No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Cont’d) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 
(5th Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease aria Total 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2001 


UNITED STATES 44 63 19 30 278 324 46 101 


NEW ENGLAND 1 1 1 3 9 47 





Cum. Cum. 
2002 2001 























Q 4 
M 


U U U U 
U U 





Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Of 17 cases reported, 14 were indigenous and three were imported from another country 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 
(Sth Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 


Cum Cum. Cum. Cum. Cum Cum Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 


NITE 111 324 6 1€ 248 465 206 511 




















Alt 


79 A A 45 


8 


N.M 





N: Not notifiable U: Unavailable No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 


(5th Week)* 





Rubella 





Rocky Mountain 
Spotted Fever 


Rubella 


Congenital 
Rubella 


Salmonellosis 











Cum. | Cum. Cum. 
Reporting Area 2002 2001 2002 


Cum. 


2001 











Cum. Cum. 
2002 2001 





UNITED STATES 25 6 
NEW ENGLAND 


Maine 
N.H 
It 


M 
Vie 


R.1 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 


Pa 


E.N. CENTRAL 


N.N. CENTRAL 


S. ATLANTIC 
Md 


MOUNTAIN 
Mont 


Idaho 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawai 


Guam 

PR 

VI 

Amer. Samoa 


C.N.M.1 


4 4 
1,464 


109 





N: Not notifiable U: Unavailable No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Ii. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 


(Sth Week)* 





Reporting Area 


Shigellosis 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 


Drug Resistant, Invasive 


Streptococcus pneumoniae, 
invasive (<5 Years) 








Cum 
2002 


Cum. 
2001 


Cum Cum 
2002 2001 








Cum. Cum. 
2002 2001 





Cum Cum. 
2002 2001 





24 343 


404 





sonal and Cumulative (year-to-date 
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TABLE li. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending February 2, 2002, and February 3, 2001 
(5th Week)* 





Syphilis Typhoid 
Primary & Secondary Congenital’ Tuberculosis Fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 
UNITED STATES 338 396 - 


NEW 
‘ 


























42 249 587 8 
ENGLAND é 2 12 10 


Maine 


S. CENTRAL 


ex 


MOUNTAIN 
M nt 


Idat 


PACIFIC 
Wast 
Oreg 


Callt 


Alaska 
nawa 


Guam 

PR 

V1 

Amer. Samoa U 

C.N.M.1 1 U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Ill. Deaths in 122 U.S. cities, week ending February 2, 2002 (Sth Week) 
] All Causes, By Age (Years) All Causes, By Age (Years) 

All P&l’ All 

Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 Total Reporting Area Ages >65 | 45-64] 25-44) 1-24 <1 


ATI AK 
































ities in the United States, most of which have pc ations of >100,000. A death is reported by the place 
» was filed. Fetal deaths are not included 


ty, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 
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